To explore the experiences of female spousal caregivers in the care of husbands with severe mental illness.
| INTRODUCTION
Caregiving for people with severe mental illness has shifted from institutions to families, where family members are now considered to be a valuable resource for providing care to the patient [World Health Organization (WHO), 2001] . Therefore, families are the vital link between home and community for mentally ill patients (Chan & O'Brien, 2011) and allow continuity of care from a psychiatric centre to home and then community (Barekatain, Maracy, Rajabi, & Baratian, 2014; Hobbs, Newton, Tennant, Rosen, & Tribe, 2002) . It is estimated that one in four families has at least one member with mental illness and family members often become their primary caregivers. Mental illness will account for the biggest burden of care among all diseases by 2020 (Mathers & Loncar, 2005) . In Iran, 23.6% of the population aged 15-64 years met the criteria for at least one DSM-IV psychiatric disorder in the past 12 months (Vandad Sharifi, Hajebi, & Radgoodarzi, 2015) .
People hospitalised for mental illness are usually discharged to live with a family in the same house. The burden of caring for mentally ill patients therefore falls on the family members who provide all necessary support. However, evidence from developing countries shows that the burden could be higher for a family caregiver who has not been assessed by healthcare professionals in terms of whether she/he could manage her/his new caregiving role or not (Andershed, Ewertzon, & Johansson, 2017; Noohi, Peyrovi, Goghary, & Kazemi, 2016; Reinhard, Given, Nirvana Petlick, & Bemis, 2008; Shamsaei, Cheraghi, & Esmaeilli, 2015) .
Family caregivers may not only meet the care needs of their relatives with mental illness but also provide them with emotional and financial support (Reinhard et al., 2008) . Therefore, the affected individuals are dependent on their caregivers, and their well-being is directly related to the quality of care provided by their caregivers (Tan et al., 2012) .
Any chronic illness is associated with high stress for families due to their taking on caregiving responsibilities (Hughes, Locock, & Ziebland, 2013) . Constant caring can bring significant levels of stress to caregivers; affect their overall quality of life, including work, socialising and relationships (Schulz & Sherwood, 2008) ; and restrict their other roles and activities (Shamsaei et al., 2015) .
| BACKGROUND
Previous studies have indicated that women are the predominant providers of informal care for family members with chronic illness, including the elderly and adults with mental illness (Plank, Mazzoni, & Cavada, 2012; Sharma, Chakrabarti, & Grover, 2016) .
Female spousal caregivers' experiences of caring for a mentally ill husband may be different from other family caregivers. The lack of supportive resources can cause significant distress for them in comparison with other spousal caregivers (Sharma et al., 2016; Tan et al., 2012) . On the other hand, some studies showed that men suffer more from the inabilities caused by the progress of mental illness (McGlashan & Bardenstein, 1990; Morgan, Leonard, Bourke, & Jablensky, 2008) . Consequently, it is likely that caring for male patients is more stressful than female patients due to moral, psychological and social problems (Idstad, Ask, & Tambs, 2010; Pinquart & S€ orensen, 2006) . Furthermore, caregiving tasks are inextricably tied in with general day-to-day living of female spousal caregivers (Aneshensel, Pearlin, & Schuler, 1993; Pearlin, Mullan, Semple, & Skaff, 1990) , such as raising children, having a career and running a household. It could be perceived as a chronic stress in the routine life and adversely affects the mental health of them (Chien, Chan, & Morrissey, 2007; Zauszniewski & Bekhet, 2014) . They have also little support or choice around how they spend their time, which increases the feelings of loneliness and isolation (Yee & Schulz, 2000) .
Furthermore, women's social status and society's view towards them could cause more fatigue, exhaustion and emotional distress in female spousal caregivers (Idstad et al., 2010; Zauszniewski & Bekhet, 2014) . Caregivers' exhaustion can reduce their quality of care and ultimately lead to relapse and frequent readmission. Moreover, exhaustion may result in caregivers' resignation and avoidance of the patient (Grand on, Jenaro, & Lemos, 2008) .
From the perspective of the role transition theoretical framework developed in nursing by Meleis, Sawyer, Im, Hilfinger Messias, and Schumacher (2000) , the transition to a new role such as caregiving requires specific contextual characteristics. These include developing self-confidence and other skills needed to deal with caring issues; being informed about relevant formal services; and access to informal social support resources. During the transition period, family members must learn how to manage the interference of their What does this paper contribute to the wider global clinical community?
• The lack of financial, educational and emotional support causes psychological distress in spouses during the transition to caregiving roles.
• Spousal caregivers suffer from emotional detachment over time due to the lack of reciprocal relationship with their husbands. The lack of supportive resources causes them to experience emotional exhaustion. Moreover, the interference of the caring role with their other roles causes them to perceive themselves as being trapped in various roles, feeling like a scapegoat in the family and consequently experiencing loss of self.
• Mental health professionals can support caregivers' transition to caregiving roles by focusing on their caregiving needs and involving them in mental healthcare planning.
They can also support caregivers by promoting their readiness to take on the caregiving role; providing knowledge about the illness; and planning and establishing referral support resources for family members.
previous responsibilities with the new responsibility of caring (MacCourt, 2013 ).
On the other hand, female spouses are often faced with their husbands' mental illness suddenly; consequently, they may not be prepared to play this role. Therefore, it seems that a lack of supportive resources could affect this transition and be one of the key factors that challenge female spousal caregivers' abilities to perform their caregiving roles (Archbold, Stewart, Greenlick, & Harvath, 1990 ). Moreover, they may experience insecurity and ambivalence in their relationship with their husbands (Fauth et al., 2012; MacFarlane, 2011) .
Although family members worldwide are a valuable resource for patients with long-term conditions and play an essential role in supporting patients and outcomes of disease (Chadda, 2014) , this role is particularly emphasised in Asian health care. In Iran, family is the most influential institution in the life of an individual. Families have complex networks of relationships with relatives, and they are the centre of emotional support for family members (Aghajanian, 2001 ).
Furthermore, cultural rules, religious beliefs and social structure are based on family cohesion (Navab, Negarandeh, & Peyrovi, 2012) .
Therefore, understanding the impact of culture on caregiving is very important, because some illnesses are particularly embedded with cultural meaning (Rytterstr€ om, Unosson, & Arman, 2013) .
It could be concluded that caregiving is stereotyped as a woman's duty owing to the emphasis on care and nurturing; these gender roles in turn increase women's susceptibility to the distress of being a caregiver (Miller & Cafasso, 1992) . Over a period of several decades, many studies have extensively examined the female spousal caregivers' experiences of living with a patient with chronic disease such as dementia (Laakkonen et al., 2008; Tuomola, Soon, Fisher, & Yap, 2016) or Alzheimer (Daley, O'Connor, Shirk, & Beard, 2017) . However, there is little information about the experiences of women when caring for a spouse with severe mental illness. Furthermore, spouses are often neglected by mental health professionals as well as by researchers in research studies (Chadda, 2014) . One spouse could play a significant role in ensuring family cohesion and maintaining a balanced, salutary environment when the other spouse suffers from a chronic illness such as mental illness. Therefore, women's empowerment and mental well-being are crucial for this important task. The purpose of this study was to explore the experiences of female spousal caregivers in caring for husbands with severe mental illness.
3 | ME TH ODS
| Design
The design involved an exploratory qualitative study. Qualitative studies use different methods to evaluate interesting phenomena and collect relevant data from the process owner's perspective, thus making it possible for in-depth examination and understanding of phenomena (Corbin & Strauss, 2014) . Moreover, conducting qualitative studies to explore family caregivers' challenges in a caring situation can enhance healthcare providers' knowledge of caring issues and provide a comprehensive understanding of phenomena (Mizuno, Takataya, Kamizawa, Sakai, & Yamazaki, 2013; Tan et al., 2012) .
For the purpose of this study, the conventional content analysis approach (Graneheim & Lundman, 2004 ) was adopted to clarify the experiences of female spousal caregivers in the care of their mentally ill husbands.
| Participants
The setting of this research was Tabriz, one of the largest cities of Iran and the capital of East Azerbaijan Province, located in northwest Iran. A purposive sampling method was used to recruit participants who were referred to the Razi teaching hospital, affiliated with the Tabriz University of Medical Sciences. The Razi teaching hospital is located in Tabriz and is the referral center for patients with mental disorders in the province of East Azerbaijan.
Sampling was continued until data saturation was achieved through interviews with 14 female spousal caregivers. Eligible female spousal caregivers were recruited according to the following inclusion criteria:
1. 18 years or older with no psychiatric disorder based on selfreport;
2. The principle person responsible for providing care for her husband with a severe mental illness such as schizophrenia, schizoaffective disorder and bipolar affective disorder without comorbidity disorders and intellectual disability, which was diagnosed by a psychiatrist; and 3. With at least 1 year of caring experience. Table 1 shows the demographic characteristics of the participants.
| Ethics
Ethical approval was obtained from the research deputy of the Tabriz University of Medical Sciences (No: TBZMEDÁREC.1394.5825).
All participants were informed about the purpose and method of the study. Furthermore, they were assured of their anonymity, privacy and voluntary engagement before signing a written informed consent form.
Participants have been anonymised, but each individual testimony is identified by the code "I" for "interviewee" followed by a unique identifier number. For example, interviewee 1 is identified in the results section as I 1, interviewee 14 as I 14 etc.
| Data collection
The data were collected using semistructured, in-depth interviews.
All interviews were conducted in the participants' native language by the last author (FR). All of the participants' language was Turkish.
The interviews were translated into English by the expert translator prior to analysis. Interviews lasted between 45-90 min and were conducted in the participants' choice of setting (e.g., home, hospital, coffee shop).
The key interview questions in the topic guide were as follows:
1. Can you tell us about your experience of living with a husband who has a mental illness?
2. What kind of challenges do you face when caring for your husband?
Interviews continued with follow-up exploratory questions such as "how?" and "would you elaborate?" to obtain further description of the experiences. The interviews were conducted between November 2015-September 2016.
| Data analysis
The analysis was conducted alongside the data collection, using a qualitative content analysis method, described by Graneheim and Lundman (2004) . In the first step, two researchers (HE and FR) listened independently to the recorded interviews several times to become familiar with the text. Then the interviews were translated and transcribed verbatim. In the second step, transcribed data were further reviewed to gain a holistic perspective of the participants' experiences. In the third step, the last author (FR) collated the text (transcribed data) into original codes. In the fourth step, the codes were placed into subcategories based on their similarities and differences. In the last step, the categories were defined and abstracted into a theme. The last two steps of the analysis process were conducted by all researchers involved in the study. The analysis process is presented in Table 2 .
To ensure the rigour of our analysis, four criteria including credibility, dependability, confirmability and transferability were used (Speziale, Streubert, & Carpenter, 2011) . Credibility of data was achieved through long-term involvement of the researcher with the data. In addition, four participants confirmed the compatibility of the results with their experiences. The dependability of the study was achieved through a process of external checks by two researchers who were not involved in the data analysis. The researchers documented the process of data collection and analysis procedures throughout the study. They also described the raw data, data reduction, combination and data reconstruction precisely for achieving confirmability. To achieve transferability, a description of context, participants' selection and demographic data, data collection and results were presented.
| FINDINGS

| Participant characteristics
In this study, 14 female spousal caregivers were interviewed. The mean (SD) age of the caregivers was 41.7 (10.6) years. The level of education in most of them (42.8%) was secondary school. The majority of the participants' employment status (64.3%) was part-time work. Years of caregiving for half of them were 6-10.
An overall theme, which emerged from the descriptions of the experiences of female spousal caregivers of husbands with severe mental illness, was psychological distress. It was composed of three categories: emotional detachment, emotional exhaustion and loss of self. These categories were related to each other by the internal variations in the ten subcategories.
| Emotional detachment
The spouses experienced emotional detachment during the care of their mentally ill husbands. They reported that their relationship T A B L E 1 Demographic characteristics of the study participants (n = 14) 
| Emotional distance
According to the experiences of the caregivers, their relationships with their husbands have broken down over time, and they have lost their emotional relationships with them. Gradually, they were detached emotionally from their husband, and their emotional relationship declined because of the husband's inability to express his feelings. This is an example of a participant, which shows how she felt:
My husband is unable to show affection as I expected.
We don't have emotional relationships like other couples.
(I 11)
The symptoms of the mental disorder, such as aggressiveness and emotional instability, also offended them over time. They could not have an active relationship with their husbands, and they only deal with the task of taking care of them, managing their physical needs and following their treatment plan. In other words, the relationship between the caregiver and her husband is a one-way emotionless relationship:
He always bothers me. Most of the time he is angry or not in a stable mental state. I can't communicate with him. I prefer just to give him the medicine, take him to the doctor and perform his personal tasks. (I 7)
| Pity instead of love
This situation of life caused caregivers to feel pity and bear the difficult living conditions. They accepted to take care of their husbands because of the fear of being left alone and feelings of pity for them.
There was no love and passion in their relationship. One caregiver stated that her love towards her husband turned to this feeling of pity:
If I go, my husband will be helpless. I go through this tough situation for the sake of God. I feel compassion towards him. I don't want to go away. He is not in a situation to be able to deal with separation and a broken family.
(I 3)
The other motivation to continue the caregiving task was related to caregivers' concerns about their children. 
| Mutual hostility
Mutually hostile interactions imply that the caregiver and the patient are both the perpetrator (i.e., exposing others to hostility) and the victim of hostility (i.e., being exposed to others' hostility) in relation to each other. When the female spousal caregivers experienced coercive conditions in their relationship with their husbands, they felt internal anger towards them, but they had to pretend nothing was wrong. They could not protest. One wife stated how she was unable to express anger and other negative emotions towards her mentally ill husband: 
| Being trapped in the various roles
Gradually rising caring needs of their husbands as patients, the overlap of caregiving tasks with the caregiver's personal, social, occupational or educational tasks and the lack of support from friends and relatives led to a feeling of being trapped in the different roles among spousal caregivers. One caregiver describes how being forced to play different roles caused her to perceive herself to be trapped in a spider web that surrounded her: The lack of preparation to care for a chronically ill husband and to assume the important family roles that mental illness had taken away from their husband caused the caregivers to get confused:
I was a girl who got married like many other people. 
| Being a scapegoat
Continued focus on meeting the needs of a mentally ill husband highlighted the emerging sense of being a scapegoat in the caregivers. They were held responsible for managing family problems, conflicts or challenges. They perceived themselves to be the only supportive resource for everything:
I'm the only resource for solving all family problems.
Whatever happens, I have to deal with it. (I 6)
A full commitment to care and support to the patient has led caregivers to neglect matters related to them. One spouse shared her experiences as follows:
These are my clothes (refers to her scarf), this is also my daughter's, it's been six years that I haven't been able to buy myself anything (she sighs). I've been sacrificed. I've given up my youth to manage the life until now. I feel like a victim. (I 9)
Another wife explained how being responsible for everything caused her to feel lonely:
Well, if there is someone who can help me in solving a problem that I can't solve, it will be very good.
Nevertheless, this is a wish! When someone does not support me, I have to solve it myself. This has undermined me. (I 7)
| Feeling of loss of identity
The caregivers stated that they gradually became ruined while taking care of their patients. They reported that they had often perceived death to be better than living with a mentally ill patient. A spouse stated that constant care of her mentally ill husband led to the formation of a sense of doom: 
| DISCUSSION
The spousal caregivers' experiences of caring for a husband with severe mental illness were illuminated in the main theme of psychological distress with three categories of "emotional detachment", "emotional exhaustion" and "loss of self". The overall theme illustrates how the participants perceived a role in the transition from being a spouse to a caregiver who should care for a husband with severe mental illness. The lack of emotional, financial and social support along with the lack of readiness to take responsibility for caring for a mentally ill husband led to female spousal caregivers experiencing psychological distress. According to Ostman and Hansson (2001) , there are different perceptions and experiences from parents, siblings, spouses and offspring while caring for a family member with mental illness. Female spousal caregivers are more likely to experience distress. Furthermore, the presence of children contributes more stress to most women.
Marsh (1998) also stated that the spouses have a unique relationship. When their partner is diagnosed with mental illness, they experience a loss of emotional, social and economic support. There is also a loss of companionship, intimacy and future plans, including marital dissatisfaction and disruption (Mannion, 1996) , which could cause psychological distress in female spousal caregivers of husbands with mental illness (Zauszniewski & Bekhet, 2014) .
In this study, caring for a husband with severe mental illness caused problems in emotional relationships with him and led caregivers to experience emotional distance and lose someone whom they could share with and confide in. They also experienced relational deprivation, whereby they suffered a loss in reciprocity of the relationship and pity in this role. According to MacFarlane (2011) and Fauth et al. (2012) , when the female caregivers cannot rely on RAHMANI ET AL.
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Based on the attachment theory, caregivers change their attachment model to take on the role of protective caregiver and preserve the emotional bond between them and their husbands (Bowlby, 1980; O'Shaughnessy, Lee, & Lintern, 2010) . This way of viewing the relationship allows the feelings of affection to remain albeit being in a new form such as that between parent and child who needs her full care. This may be a way for female spousal caregivers to deal with this change and requires further investigation.
The lack of reciprocity in caring leads to a one-way emotionless relationship between mentally ill husbands and their female spousal caregivers, in which caring focuses only on physical tasks of care such as medication, treatment plan and meeting the care recipient's physical needs, such as eating, clothing and bathing.
Shah, Wadoo, and Latoo (2010) and Zauszniewski and Bekhet (2014) found that spouses of partners with mental illness have challenges about marital intimacy. Changes in other domains, for example those associated with the level of emotion in relationships, may also leave partners feeling burdened with marital relationship (Lam, Donaldson, Brown, & Malliaris, 2005) , and this too may lead emotional distance.
Mutual hostility was another experience, which was reported by caregivers in this study. One woman even described herself as feeling like a slave (I 4). The fear of a mentally ill partner and not being able to express it may be the potential causes of hostile and angry feelings in the other partner. Roth et al. (2008) stated that the onset of a chronic illness could strongly challenge the emotional and physical boundaries of the couple because the illness is an uninvited guest, which becomes incorporated into the couple's life and affects their intimate and communication style. Their primary relationships and family life can suffer under these circumstances and ultimately lead to significant negative emotions such as anger, resentment and even hatred.
According to the nursing theoretical framework developed by Meleis et al. (2000) , the role transition indicates a passage from one state to another. It seems that female caregivers were more likely to express the need to develop skills in communicating with their mentally ill relatives and emotional support than male caregivers in this transition (Ducharme et al.,2009) . Therefore, planning for emotional support for these caregivers can reduce such negative emotions and improve the quality of life of both patient and caregiver. However, some studies showed that there were no emotional support services for family caregivers in community and clinical settings in low-and middle-income countries (Rathod et al., 2017; Saraceno et al., 2007) .
On the other hand, one of the essentials of deinstitutionalisation reform is the "continuity of care" principle, which can be achieved using programmes such as weekly follow-up phone calls, monthly visits to the home and psychoeducation sessions for the family caregivers (Barekatain et al., 2014; Hobbs et al., 2002) . Therefore, paying more attention to the patient's home environment, in which he will spend a major part of his life and being aware of the problems of female spousal caregivers are the main tasks of the mental healthcare system. However, there are little support interventions in the mental health system in Iran (Noohi et al., 2016; Shamsaei et al., 2015) , which causes a serious gap in continuity of care.
As the decline in personal and social functioning of individuals with severe mental illness becomes progressive and nonreversible, it results in the experience of chronic stressors by caregivers. Vitaliano, Zhang, and Scanlan (2003) considered caregiving as a chronic stress experience: it creates a long-term physical and psychological strain, accompanied by high levels of unpredictability and uncontrollability, has the ability to create secondary stress in multiple life domains such as work and family relationships. Moreover, the lack of supportive resources, financial strain and growing demands for caring for a mentally ill husband caused caregivers of this study to suffer from emotional exhaustion. This is similar to some of the published reports on exhaustion, which pointed out that this exhaustion was more common in family caregivers who care for people with mental illness. (Idstad et al., 2010; Zauszniewski & Bekhet, 2014) . Mizuno et al. (2013) state that many executive function impairments remain in patients with mental illness even during remission period. Consequently, emotional exhaustion, as has been verified in this current research study, could be one of the negative outcomes of caring for patients with severe mental illness.
The lack of social support in caring for a chronically ill husband led the participants of this study to feel helpless and overwhelmed.
This is in line with other studies, which reported social support as being the best factor in predicting family caregiver burden (Chien et al.,2007; Noohi et al., 2016) . On the other hand, as mentioned by Meleis et al. (2000) in her nursing theory of role transition, two characteristics of the caregiving context, considered important during role transition, were the demonstration of self-confidence and having mastery skills for dealing with issues that were brought during transition. Therefore, a priority of mental healthcare services policies should be to design programmes to support this invaluable source of caregiving. Chan and O'Brien (2011) and Tan et al. (2012) reported that family caregivers needed ongoing access to information, guidance and support to effectively fulfil their caregiving responsibilities and minimise their own well-being risk.
Taking on the caregiving role is a major life event that necessitates readjustment (Pearlin, Menaghan, Lieberman, & Mullan, 1981) .
Participants of this study struggled to fulfil multiple roles. These include the following: managing their children's behaviour and activities; meeting the demands of work; maintaining their household; and besides all this, meeting the needs of caring for a husband with severe mental illness. One woman even described herself as feeling of being trapped like a butterfly in a spider's web (I 11). Aneshensel et al. (1993) and Pearlin et al. (1990) termed this issue "role captivity", which describes the feeling of duty, bound into the role of a spousal caregiver while feeling trapped. Furthermore, being forced to play concurrent roles overwhelmed the caregivers' ability to carry out their roles and led caregivers to experience loss of self. In line with this result, Møller, Gudde, Folden, and Linaker (2009) and Hughes et al. (2013) concluded that under these difficult circumstances, caregivers may be at risk of losing their self-esteem and sense of mastery, which are defined as two broad components of the self (Pearlin et al., 1981) .
On the other hand, financial distress was the biggest problem of their lives because the husband diagnosed with mental illness was often the primary wage earner. There was a loss of economic security, and the female spouses were left with multiple roles that they have to deal with. In this regard, Marsh (1998) stated that female spousal caregivers may be required to shoulder more responsibilities such as having to find a job in order to manage their living costs.
Furthermore, some studies reported that male spousal caregivers have significantly higher income, are more likely to be in paid employment and belong to upper socio-economic strata than female spousal caregivers (Sharma, 2014; Sharma et al., 2016) .
The constant condition of caring for a seriously mentally ill husband caused a loss of identity among spouses. They feel that their former identity completely disappeared into the role of caregiver.
They also perceived themselves as the only devoted person, which is consistent with the results of Eifert, Adams, Dudley, and Perko's (2015) study. Skaff and Pearlin (1992) considered loss of identity as a result of engulfment in the caregiver's role, which is more common among spouses, females and younger caregivers.
Being a scapegoat was another spousal caregivers' experience in caring for their mentally ill husband. Based on their experiences, caregiving was a duty that they were required to fulfil, accept and assume as part of their lives. Furthermore, they were "responsible for everything"; one woman even perceived herself as being the only resource for solving all problems that happen to the family (I 6). The value of familism is strongly held in Asia. This is a form of social structure whereby the needs of the family as a whole are more important than individual members, and emphasis is on keeping family cohesion (Cook & Kwon, 2007) . In addition, in contrast to other studies, where female spousal caregivers have shown a preference to resignation from caregiving role (Lockeridge & Simpson, 2013; Wawrziczny, Pasquier, Ducharme, Kergoat, & Antoine, 2016) , in this study, participants preferred to care for mentally ill husband even scarifying themselves to manage critical care conditions. They overlook their own essential requirements and prioritise their mentally ill relatives' needs. Ultimately, the sacrifice brings about feelings of victimisation in the caregiver, and this therefore represents a novel finding. This finding is understandable given that a significant value within Iranian culture, in which the families support and protect their individuals in crisis situations and places high priority on enduring situations that cannot be changed (Aghajanian, 2001 ).
Based on Meleis' role transition nursing theory (2000), being prepared for caregiving was another desirable characteristic of the transition to the caregiving role. However, participants in this study have been involved in caregiving without readiness and assumed responsibility for caring without receiving any information from formal services. Other studies also emphasised the lack of training for family caregivers of chronically ill patients in some mental healthcare systems (Andershed et al., 2017; Noohi et al., 2016; Reinhard et al., 2008; Shamsaei et al., 2015) . In Iran, despite the major role of caregivers in health care, little attention is given to them. There is no comprehensive plan for family caregivers in community and clinical settings (the references were removed to ensure the anonymity of the authors).
| LIMITATION S AND STRENGTHS
The choice of using a qualitative research approach to explore participants' own experiences has enabled the researchers to obtain detailed and in-depth information about their experiences. Furthermore, to the best of our knowledge, this is the first qualitative study based on a content analysis approach, which presents spousal care-
givers' challenges about caring for husbands with severe mental illness. Nonetheless, the generalisation of this study is limited by the small, self-selected, homogenous sample from one metropolitan city in XXX and participants' preference not to include their husbands in the study. Therefore, it is suggested to conduct further studies to gain a better understanding of strategies adopted by caregivers to cope with the mentally ill patients with a larger sample of caregivers from diverse socio-demographic backgrounds. It is also suggested that future research could be conducted in the field of spousal caregivers' experiences using the focus group method. According to the purpose of the future studies, mentally ill husbands' experiences could also be included in them.
| CONCLUSION
Our findings suggest that spousal caregivers have experienced psychological distress in caring for their husbands with severe mental illness. They had many problems in communicating with their husbands, which led to emotional detachment over time. Despite the caregivers' struggle to protect their families, the lack of supportive rescores caused emotional exhaustion in them. Financial problems forced them to work part-time (sewing, carpet weaving, and hairdressing). This was done along with other traditionally female duties such as child raising and household chores, which caused caregivers to perceive themselves as being trapped in various roles. Severe mental illness was perceived as a spider's web (according to the experience of spousal caregiver number I 7) that surrounded the caregivers' life. It led to a feeling of being trapped like a butterfly in a spider's web. The interference of caring tasks with their other duties has caused the caregivers to forget their identity. They perceive themselves as scapegoats for their mentally ill husbands and family. Eventually, they experience the loss of self as a woman. All of these experiences have led caregivers to suffer from psychological distress in the transition to caregiving roles.
| RELEVANCE TO CLINICAL PRACTICE
These findings highlight the lack of supportive resources for spousal caregivers of mentally ill husbands. Knowledge of care challenges RAHMANI ET AL.
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can help mental healthcare professionals to plan and establish supportive resources for families, which will improve the quality of life of patients and families. All levels of the mental healthcare system should be aware of the challenges experienced by spousal caregivers during the transition to the caregiving role. Mental health professionals need to adopt a new approach to prioritisation and planning of policies that support both spousal caregivers and patients. This requires mutual discussions and the active involvement of caregivers to design their own treatment plan. Moreover, the mental healthcare system must plan comprehensive interventions to meet caregivers' needs in their transition to the caregiver role. Nurses and other healthcare professionals could support female spousal caregivers by providing psychological help on a long-term basis to meet the challenges of caring for a husband with severe mental illness.
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